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Section 300.610 Resident Care Policies

| a) The facility shall have written policies and

procedures governing all services provided by the
facility. The written policies and procedures shall

| be formulated by a Resident Care Policy

Committee consisting of at least the
administrator, the advisory physician or the
medical advisory committee, and representatives
of nursing and other services in the facility. The
policies shall comply with the Act and this Part.
The written policies shall be followed in operating
the facility and shall be reviewed at least annually
by this committee, documented by written, signed
and dated minutes of the meeting.

' Section 300.1210 General Requirements for

Nursing and Personal Care

b) The facility shall provide the necessary care
and services to attain or maintain the highest
practicable physical, mental, and psychological

! well-being of the resident, in accordance with

each resident's comprehensive resident care
plan. Adequate and properly supervised nursing -
care and personal care shall be provided to each
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resident to meet the total nursing and personal
care needs of the resident.

¢) Each direct care-giving staff shall review and
be knowledgeable about his or her residents’
respective resident care plan.

d) Pursuant to subsection (a), general nursing
care shall include, at a minimum, the following
and shall be practiced on a 24-hour,
seven-day-a-week basis:

6) All necessary precautions shall be taken to
assure that the residents’ environment remains
as free of accident hazards as possible. All
nursing personnel shall evaluate residents to see
that each resident receives adequate supervision
and assistance to prevent accidents.

These Requirements were NOT MET as
evidenced by:

Based on interview and record review, the facility
failed to investigate and determine a root cause
analysis of a fall, failed to implement fall
interventions, and failed to provide supervision
during toileting to prevent a fall for one of five
residents (R120) and failed to monitor a personal
safety monitoring device for a resident identified
as high risk for elopement for one of two
residents (R341) reviewed for accidents/incidents
inthe sample of 64.

As a result of this failure R120 fell in the
bathroom after being left unattended on the toilet
on 05/03/22, and was subsequently transferred to
alocal hospital and diagnosed with a left femoral
neck fracture.

Findings include:
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